Now these two cases were operated upon in the Tonsil Clinic at Great Ormond Street, where the surgical conditions are as near perfect as possible. Every case is thoroughly overhauled, temperature taken and urine examined before operation. They are operated upon under deep ether aensthesia by a skilled surgeon and every tonsil is enucleated. After operation all cases are admitted to hospital.
If, then, such a tragedy as this can occur in such conditions, it makes one wonder if our attitude in recommending such large numbers of children for tonsillectomy is justified, especially since it is a matter of common knowledge that many operations are daily being performed with far less careful precautions.
The patients in the cases just quoted were recommended for tonsillectomy merely on account of catarrh, and would now be alive and well if no operation had been performed. I submit that our attitude towards this subject needs to be most seriously reconsidered.
[Drs. Feldman, Parkes Weber, E. W. Goodall and others took part in the discussion.]
CASES.
Schilder's Periaxial Encephalitis. -C. WORSTER-DROUGHT, M.D., and T. R. HILL, M.D. F. H., male, aged 7 years. History.-Normal until six months ago: (Previous illnesses: measles, pertussis, chicken-pox). Psychical abnormalities then developed gradually, child becoming spiteful, and laughing when corrected; then unduly sleepy and weak on his legs. One month later: frequency of micturition; great difficulty in walking; ankle-clonus and double extensor plantar response; failure of vision and hearing; bilateral ptosis. Condition has steadily progressed until the present time.
Present condition.-Unable to stand or walk; is blind, deaf and dumb; shows signs of fair intelligence when these sensory defects are penetrated, e.g., discriminates between individuals, articles of food, etc., and shows good memory.
Pupils moderately dilated, sluggish in reaction to light; double ptosis; complete blindness; fundi normal. Total deafness. Common sensation apparently normal. Tone, power, and co-ordination good in upper limbs. Abdominal reflexes absent. Legs possess some power, but are inco-ordinate and frequently show scissor spasm and spasmodic foot-drop. Knee-jerks exaggerated; plantar reflexes extensor. Incontinence. Cerebrospinal fluid: cells, 7 lymphocytes per c.mm.; no excess of protein; Wassermanrn and Lange reactions negative. Blood Wassermann reaction negative.
Comitmentary.-The case exhibits central defects of vision, hearing, and motor power, as well as psychical abnormalities. The onset of these symptoms occurred only six months ago and they are presumably due to simultaneous degeneration (demyelinization) in the white matter of the occipital, temporal, parietal and frontal lobes. The diagnosis, therefore, could scarcely be other than that of the subacute type of Schilder's periaxial encephalitis.
We are indebted to Dr. Borthwick, Medical Superintendent of the Northern Hospital, Winchmore Hill, for kindly allowing us to ,how the case. History.-Admitted to the Eastern Fever Hospital, September 9, 1929, with severe attack of diphtheria; membrane on soft palate as well as on tonsils. Signs of cardiac weakness for about ten days. Nineteen days after onset of illness appeared semi-dazed and did not reply intelligently to questions. Paresis of right side of face and of right arm rapidly developed. Two days later, partial motor aphasia and right hemiplegia with right extensor plantar response were noted. On following day double extensor plantar response was observed. Slight improvement began, but twenty-five days after onset of diphtheria, a generalized epileptiform attack occurred, after which both legs were held in flexion and the patient became incontinent. The Comrnmentary.-Hemiplegia as a complication of diphtheria is of rare occurrence. J. D. Rolleston, writing in 1925, states that barely 100 cases have been recorded since the first example was described by Sir William Gull in 1859. Rolleston, himself, met with only eight examples in 11,313 cases of diphtheria. Two cases were shown to this Section during last Session. So far as we are aware, however, no case of bilateral cerebral involvement has been described. In all the recorded cases the diphtheritic infection was of a severe type and the complication usually developed within the first six weeks of illness.
The present case admits of three possible explanations: (1) That a bilateral cerebral embolism, or thrombosis, has occurred, involving the lenticulo-striate branches of each middle cerebral artery and leading to softening of both internal capsules and, later, of the basal ganglia. The left cerebral hemisphere was the first affected and the right a few days afterwards. (2) That the condition results from a true diphtheritic encephalitis. Encephalitis and encephalo-myelitis are now well known to be associated with other exanthemata, such as measles, but few, if any, possible examples of diphtheritic encephalitis have been described. (3) That an independent encephalitis has occurred somewhat comparable to the encephalomyelitis following vaccination, and coincident with the severe diphtheria. Under these circumstances the dipbtheria would play the part of the "activator " by lowering the patient's resistance and allowing the possible, but unidentified, virus of encephalo-myelitis to attack the patient.
In those cases of diphtheritic hemiplegia (unilateral) that have been examined post-mortem, embolism has usually been found to be the cause of the cerebral lesion. The first explanation, therefore, appears the most probable. The lesions are evidently deep and extensive as both pyramidal and extrapyramidal systems have been -affected.
We are indebted to Dr. Pereira for kindly allowing us to make use of the notes taken at the Eastern Hospital, and to Dr. Borthwick, Medical Superintendent of the Northern Hospital, for permission to record the case.
DicuS8ion.-Dr. J. B. ROLLESTON said that this was the first case which he had seen of double bemiplegia following diphtheria, though during twenty-five years he had seen twelve cases in which hemiplegia followed diphtheria. Was there any question in this case of ordinary diphtheritic paralysis ? Because in a large proportion of these cases of hemiplegia ordinary diphtheritic polyneuritis was also present. Most authors agree that the bemiplegia was due to an embolic process, not to thrombosis; but several had suggested that it was due to an encephalitis, as could be seen from the paper published by Dynkin,l of St. Petersburg, in 1913. In 1916, he (Dr. Rolleston) 2 had shown a case of transient diphtheritic hemiplegia in which the hemiplegia, unlike most of the cases of hemiplegia following infectious diseases, lasted only twenty-four hours, and was probably due to more or less microscopic emboli. In the majority of the cases of post-diphtheritic homiplegia which he had seen the patients had survived, but the hemiplegia had persisted. In fatal cases he had seen emboli in the kidney and spleen; emboli had also been found in the brain and elsewhere, e.g., in the popliteal artery, causing gangrene of the leg, as in a case he -had reported to the Section.
At least three cases of chorea having followed diphtheria were on record, namely, by Globus,4 Critchley,5 and Angarano6 respectively.
Dr. E. W. GOODALL said that in these rare conditions after acute infections it did not follow that the two diseases were causally connected; it might be no more than a coincidence. He had seen chorea come on in patients who were convalescent from scarlet fever and diphtheria.
He agreed that the cause in these cases of hemiplegia was embolism, and, in diphtheria especially, there might be cardiac ante-mortem thrombosis. He did not remember to have seen a post-mortem examination on a patient who had had this form of paralysis after diphtheria.
1 Jahrb. f. Kinderheilk., 1913 , lxxviii, Erg.-Heft 267. 2Proceedings, 1915 3Ibid., 1910-11, iv (Child. Sect.), 10. 4 Zeitschr. f. d. ges. Neurol. u. Psych., 1923, lxxxv, 414. 5 Brit. Journ. Child. Dis., 1924 , xxi, 188. 6 Pediatria, 1927 
